case report
Polski Przegląd otorynolaryngologiczny, tom 7, nr 3 (2018), s. 26-31 include small clusters of glandular tissue in the upper gastrointestinal tract. Tumors of the minor salivary glands constitute 10-15% of all tumors of the salivary glands [18] . Pleomorphic adenoma is the most common tumor of both the major and minor salivary glands, constituting about 65% of all salivary gland tumors [2.19] , and about 40% of tumors of the minor salivary glands [19] . It develops most often in the 3rd-6th decade of life, more often in women, but it can occur at any age [1] .
Approximately 1% of all pleomorphic adenomas are those that develop within the nasal cavities, sinuses and nasopharynx [16] . Pleomorphic adenoma of the minor salivary glands in the histopathological image stand out with a much larger cellular than stromal component compared to pleomorphic adenoma of the major salivary glands. [6, 11] There are between 450 and 750 small salivary glands [9] within the head and neck, most numerously accumulated in the oral and pharyngeal mucosa, however, they are also found in the ectopic area in the larynx, nasal cavities, and in the paranasal sinuses. It is most commonly reported that tumors of the minor salivary glands constitute 10-15% of all salivary gland tumors [18] , however, the spread of literature data reaches 9-25% [14.17] . They are most commonly located on the palate (50%), in particular on the borderline between the soft and hard palate [17] , lips (15%), buccal mucosa (12%), tongue and floor of the mouth (5% each) [18] .
There is general agreement that the smaller the salivary gland, the more likely it is that the tumor developing therein will be malignant [20] . Benign tumors dominate among tumors of the major salivary glands; malignant tumors constitute 15-32% of parotid gland tumors and 41-45% of submandibular gland tumors. The National Cancer Registry as well as most studies do not distinguish between malignant tumors of sublingual salivary glands, they are usually classified together with tumors of the minor salivary glands of this location [9, 20] . The percentage of malignant tumors among all tumors of the minor salivary glands is relatively the largest and reaches 50% [9, 14] , with quite a large variation depending on the location; about 90% in the floor of the mouth, tongue and the retromolar region [14, 18] , 40-60% within the palate and lower lip [9, 18] , least frequently in the upper lip area (approximately 25%) [18] .
Pleomorphic adenoma is the most common tumor of both the major and minor salivary glands, constituting about 65% of all tumors of the salivary glands, and about 40% of tumors of the minor salivary glands [19] . It was found that only about 1% of pleomorphic adenomas are those that form in the nasal cavities and nasopharynx. [16] . Despite the fact that the majority of ectopic minor salivary glands in the nasal cavities are located on the lateral wall of the nasal cavity and turbinate [1] , adenomas of the vast majority of nasal cavities (80%) derive from the nasal septum mucosa, below 20% from the lateral side of the nasal cavity [7] ; in the case of some large tumors, the original location could not be unambiguously determined [6] . Tumors of the minor salivary glands constitute 4-8% of all cancers of nasal cavities and paranasal sinuses [12] . Pleomorphic adenomas of the minor salivary glands may occur at any age; however, they most often develop in the 3rd-6th decade of life [1] . While it is recognized that adenomas are more common in women [1] , in the case of pleomorphic adenomas located in the nasal and sinus cavities, gender predomination was not found [3, 6] Clinical symptoms most frequently reported by patients are unilateral nasal obstruction 71%, nosebleeds 56% [1] , the remaining symptoms are impaired sense of smell, rhinorrhea, voice change secondary to nasal obstruction.
cAse report:
A 37-year-old patient reported chronic nasal congestion, anosmia, altered speech (closed nasality) and chronic rhinorrhea. Based on the interview, it was established that the patient had an x-ray of the paranasal sinuses about 2 months earlier, but its technical quality was poor, which probably led to its faulty interpretation; "partial occlusion of the nasal cavity" was found based on the x-ray. There are small wall protrusions of the mucous membrane visible in the medial regions of the maxillary sinuses. The remaining paranasal sinuses in the picture are properly aerated. " Moreover, it was also found that he suffers from psoriasis, gout and moderate mental retardation, and therefore the time of onset of symptoms has not been clearly established. The study found tumor mass, without signs of superficial ulcer filling the left nasal cavity and moving the septum to the right, which resulted in practically complete nasal obstruction. The remaining elements of the ORL test as well as physical examination did not bring any significant elements for further treatment. CT examination was performed first as part of imaging diagnostics, supplemented by MR examination, before the final decision regarding treatment. He was qualified for biopsy under local anesthesia. The following results were obtained: "Tumor fragment with (…) pleomorphic adenoma. Necessary excision of tumor in its entirety with subsequent histological examination. "(Department of Pathology of Neoplasia of the Świętokrzyskie Center of Oncology in Kielce) and in CT: "A visible change of TU visible in the nasal cavity, dimensions 68x57mm, with calcifications, filling the entire nasal cavity, front rush (czy to jest ok), both a Folley catheter. Tamponade was gradually removed in day 3 and 4. After cleaning of the nasal cavity several times (czy to jest ok), the patient was discharged home on the 6th day.
Histopathology showed signs of adenoma pleomorphum, mixed type, in all examined tumor fragments (Department of Pathology of Neoplasia of the Świętokrzyskie Center of Oncology in Kielce, Dr J. Kopczyński). During periodic post-surgical follow-up, no recurrence symptoms were found within 12 months. This is confirmed both by CT examination and endoscopic image: Fig. 2, Fig. 3 .
dIscussIon
The histopathological image of pleomorphic adenoma consists of epithelial and stromal components. There are three main histological subtypes -myxoid (80% stroma), cellular (predominantly myoepithelial cells) and mixed (classical) [19] . Adenomas found in the nasal cavities had a more numerous epithelial/cellular component and less numerous stromal (sometimes very stingy) compared to adenomas of the major salivary glands [6] . Mixed and cell types were found among pleomorphic adenomas of the nasal cavities and sinuses; no stromal type was found [19] . It is a factor considered as the reason for a lower frequency of recurrences around 2.4-10% compared to adenomas of the major salivary glands [3, 4, 6, 7, 15, 16, 19] . The majority of confirmed local recurrences were observed within the first 18 months after surgical treatment [3] .
A mixed type of pleomorphic adenoma was found in the obtained postoperative HP study in the presented case.
The frequency of transformation of malignant pleomorphic adenoma ranged from 2% [15] 6% [3] to 10% [4, 6, 10] and it is believed that it increases with the duration of disease [3] . It maxillary sinuses, with destruction of the medial walls of both eye sockets and infiltration of the anterior-lateral walls of both maxillary sinuses, modeling of medial walls of both eye sockets (without signs of infiltration in the eyeball), destruction of sphenoid sinus walls, filling its entire lumen, and with destruction of the bony and cartilaginous nasal septum. " Image diagnostics were supplemented with MR study: W rzucie lokalizacji wymienionych w bad TK owalny, encapsulated in the greater part of the circumference, a liquid-solid tumor of about 60x73x60mm, causing destruction of bony structures (as in CT study). The tumor shows signs of diffusion limitation in the area of solid zones, the largest on average up to approx. 20mm ... Upwards, the tumor destroys the medial walls and protrudes and models structures of the medial-bottom eye sockets conically to the outside. congestive-fluid lesions in the scope of paranasal sinuses. " (Department of Pathology of Neoplasia of the Świętokrzyskie Center of Oncology in Kielce) (Fig. 1) .
Patient qualified for surgical treatment -endoscopic tumor resection. dislocation of the nasal septum to the right with its intussusception to the maxillary sinus and rush, lateral dislocation of the medial wall of the left maxillary sinus and left rush with intussusception into the eye socket were found intraoperatively, whereas compressive growth only in posterior part of septum -suspicion of tumor stem (czy to ok) or infiltration, middle nasal concha and ethmoidal bulla can on the left side also suspected of infiltration. Removed in stages, in fragments of tumor including, left anterior ethmoidal cells and the left medial wall of the maxillary sinus together with the inferior and middle nasal concha, the whole nasal septum was removed and frontal walls of the sphenoidal sinuses were removed. Tumor on the periphery with thin but clear capsule. No characteristics suspected of infiltration from ceiling and frontal recess and in rush on the right side. Extensive post-surgical cavity required use of 8 Merocel dressings and 2 sets of setons made of gauze; posterior tamponade was also inserted using rather characteristic of malignant tumors, can be visible. This is due to reduction of diffusion of water molecules in extravascular space (mainly extracellular) in relation to increased number of cells, their edema, neo-angiogenesis, necrosis or increase of connective tissue, typical for extensive cell tumors [5] . In the case of tumor localized in the nasal cavities and paranasal sinuses, magnetic resonance imaging allows to assess the existence or absence of infiltration into soft tissue structures (e.g., orbital contents, meninges) which is in contact with the tumor after destruction of the bony wall of the nasal cavity and sinuses. It also allows to distinguish congestive lesions in sinuses obstructed by the tumor due to indenting tumor masses.
Treatment consists in surgical resection while preserving tumor-free margins. Surgical access may include independent endoscopic surgery, lateral rhinotomy, midfacial degloving or a combination of open techniques and endoscopic technique, and should be selected depending on tumor size and location and experience of the treatment center. Surgical treatment of pleomorphic adenomas in their typical location (major salivary glands) consists in resection within normal tissue and technique aimed at removing the tumor without disturbing external continuity of the capsule. This was not possible in the described case; tumor was resected via endoscopic technique in fragments from the center to the perimeter, causing reduction of its mass, and the final stage consisted in removing the capsule, checking for any infiltration into adjacent tissues. The chosen surgical technique is burdened with an increased recurrence risk resulting from tumor fragmentation and the possibility of "implanting" tumor tissue, however, the alternative could only be extensive and maxillo-facial resection which also, due to tumor size and location, did not guarantee normal tissues resection and lack of tumor fragmentation. In addition, risk of recurrence of local pleomorphic adenoma originating from the minor mucous glands is lower as a result of different histological structure -superiority of cellular component over stromal [3, 4, 6, 7, 15, 16, 19] .
was observed that the mean age of a patient with malignant salivary gland tumor is about 10 years greater than of a patient with benign tumor [5, 10] .
Imaging examinations are necessary before operative treatment and prove useful during diagnostics. Computed tomography shows tumor size and location, modeling features or infiltration and destruction of neighboring structures, especially bony structures. Lesions of calcifications within the tumor may be visible. Magnetic resonance imaging of small/mild pleomorphic adenomas shows their good limitation and spherical shape as well as fairly homogeneous signal of low intensity in T1 and high T2 sequences [11] . In the case of large adenomas shown in magnetic resonance imaging, their heterogeneous consistency and polycyclic shape are visible; cystic, fluid or stromal tumor components as well as tumor pouch can be seen as well (low signal intensity in T2 and contrast enhancement T1). [11.16] . Reduction of diffusion (DWI) within solid tumor zones, which is relation to pleomorphic adenomas of the major salivary glands.
Even with large tumors, endoscopic surgical treatment is effective and leaves a good functional and aesthetic effect. Despite the low recurrence rate reported, post-treatment follow up should be continued due to potential risk of local recurrence.
conclusIon
Pleomorphic adenoma is a rare paranasal sinus and nasal cavity cancer, most often derived from the nasal septum. It differs in increased cellular component in the histopathological image in
